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PREFACE 



Th*s book is based on findings of a research project about professional public 
health workers. The findings are derived from the 3,115 replies to a questionnaire 
mailed in August-October 1968 to those American citizens who had received a 
master’s degree from one of 11 schools of public health in the United States 
during the period 1961-67. The research project dealt specifically with issues in 
public health work, and indirectly with schools of public health, their role in 
mental health training, and their relevance to professional activities as perceived 
by those professional public health workers who participated in the survey. 

Underpinning the inquiry were the notions: (1) That mental health con- 
cepts, techniques, and practices enrich and facilitate the operation and acceptance 
of public health programs and enhance the effectiveness of public health workers; 

(2) that mental health considerations should be an essential aspect of the training 
programs provided by schools of public health; and (3) that in view of the 
magnitude of mental health problems and of the concerns of public health with 
the overall health of communities and populations, s ools of public health are 
also appropriate educational settings for the development of mental health 
specialists. Thus, the focus of the inquiry fell on studying how professional public 
health workers were trained, the kinds of mental health training that they ob- 
tained, and their views as to the pertinence of this training in the context of their 
occupational settings and jobs. 

The findings presented in this book are related to larger issues of the 
American health crisis, viz, health manpower, health expenditures, and the 
organization and delivery of health services, and to the place of the continuing 
controversy between the fields of public health and mental health to this crisis. 

The increased emphasis on health care with a component of prevention, pro- 
tection, and health maintenance as a part of the scope of public health and the 
trends toward community mental health, comprehensive health planning, pre- 
payment programs, and comprehensive health services systems bring into closer 
urgency the need to clarify the interfaces and areas of common or complementary 
concerns between public health and mental health. Such clarification is a first 
step toward conceiving and implementing more effective training programs and 
organizing services designed for meeting with efficiency the health needs of all 
population groups throughout the country. This volume is an attempt in that 
direction. 

The specific background of the research itself can best be understood within 
the framework of a broad administrative program review plan at the National 
Institute of Mental Health (NIMH) concerned with mental health training in 
schools of public health which had as its objectives — 

(1) to review and appraise the mental health training grant pro- 
gram to schools of public health whose primary source of support has 
been Federal funds obtained from the NIMH; 

(2) to identify the parameters of these mental health training 

programs with particular concern as to their objectives, resources, con- 
tent, methods, and progress; iii 
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(3) to increase the visibility and relevance of public health-mental 
health concepts in training efforts; 

(4) to create a forum for the discussion of mental health training 
issues among deans of schools of public health and those public health 
faculty members whose areas of specialization impinge on mental health 
concerns; 

(5) to develop curricular materials which would be of value in 
promoting mental health concepts in schools of public health; and 

(6) to obtain systematic data about graduates of schools of public 
health and how they viewed their public health-mental health training 
so as to add this dimension for mental health program development in 
the schools of public health and in continuing education programs. 

The need for this research emerged while the first-named author had both 
administrative and program development responsibilities for NIMH training 
grants to the schools of public health from 1963 to 1969. In reviewing this pro- 
gram, consistent baseline information was lacking in two crucial areas: The ex- 
posure to mental health considerations received by students, and the kinds of 
public health-mental health role models that they had acquired in their graduate 
training. These two areas, although central to training concerns, were also deemed 
crucial to future professional activities. What are the impacts of the philosophical 
and practical differences between the public health and mental health fields on 
the socialization of professional public health workers who would be able and 
willing to bridge the gap between both fields and carry with them a unified 
approach into their professional performance? What professional models are 
available for such graduates throughout their training? The extent of these prob- 
lems, in turn, appeared to obscure approaches as to how schools of public health 
could contribute optimally to the national mental health effort. Furthermore, 
during the period covered by the study, while continuing to attend to the process 
of role and function redefinition, schools of public health, like other institutions 
of higher education, were faced with rapidly expanding knowledge and tech- 
nology, vast social changes, and new and increasing expectations. From the stand- 
point i f program planning, analysis, and review it was clear that research was 
needed to yield a data base that might serve for program guidance as well as to 
stimulate future research into health manpower and training evaluation by the 
schools of public health themselves. As a result, the study reported in this book 
was undertaken. 

This volume has been organized into six sections. Part I (chs. 1-4) is con- 
cerned primarily with presenting the contextual background for the research 
findings. Part II (chs. 5-6) describes the characteristics of graduates from schools 
of public health who participated in this study. Part III (chs. 7-9) presents the 
appraisals which respondents made about their mental health training in a school 
of public health and its relevance to their current work. Part IV (chs. 10-11) 
presents the respondents’ views on the relationships of mental health to public 
health, and the place of mental health in public health. Part V (ch. 12) discusses 
the findings on needs for further training and improvement of mental health 
training programs. Part VI (ch. 13) contains a summary of the research findings 
with implications for training, service, and curriculum development. 

To make clearer the presentation of certain items of information, selected i 



tables are contained in the text; other cited tables anri references are in the 
appendixes. 

The authors hope that these findings will be of interest and concern to 
mental health and public health leaders, to educators in the health professions, 
to health planners, and to public health practitioners who are involved in 
developing continuing education activities. Mental health specialists who are 
concerned with extending their effectiveness in their consultative and training 
functions with public health workers and others in the community; e.g., police, 
judges, clergy, educators, and advocates, may be particularly interested in the 
perceptions of public health workers to mental health and its relevance to their 
work. Also, sociologists and other behavioral scientists hopefully will view this 
volume as a contribution to the sociology of the piofessions. Lastly, the authors 
wish to contribute to a better understanding of the public health profession, 
professional public health workers, the mental health professions, and the rele- 
vance of mental health in public health work. 

Many people shared the investigat n*s' belief in the importance of this study 
and thus provided sustained encouragement and assistance to make it a reality. 
Without the cooperation of the deans of the 11 schools of pubic health this study 
could not have been undertaken. Profound appreciation goes to the respondents 
who took the time to complete the questionnaire and thereby expressed their 
interest in the future of public health-mental health training and practice. 

Acknowledgment is extended to several persons at the National Institute 
of Mental Health: Dr. Stanley F. YoIIes, former Director, who authorized the 
study; Dr. Raymond J. Balester who while Acting Director, Division of Man- 
power and Training Programs was always available for helpful comment and 
facilitated the required administrative support; Dr. Thomas F. Plaut, Associate 
Director for Program Coordination who reviewed the final manuscript; Mrs. Jean 
Santucci who provided unhesitantly, efficient and thoughtful assistance in typing 
drafts, proofreading, and handling the secretarial aspects of the study; and Mrs. 
Margaret C. Parsons who did the layout for the survey questionnaire. 

The data gathering and processing .aspects of this study were conducted under 
a contract between NIMH and the Professional Examination Service, American 
Public Health Association. The close working relationship established with Mrs. 
Ruth S. Shaper and her staff from the outset of the study, particularly with Dr. 
Norman Stander, deserves special mention. 

Appreciation is also expressed to Dr. James L. Troupin, formeT Director of 
Professional Education, American Public Health Association, who shared with 
the investigators his extensive knowledge of the schools of public health, com- 
mented on study procedures, and read portions of the manuscript. 

Dr. Andrew D. Hunt, Jr., Dean of the College of Human Medicine, Michigan 
State University is also thanked for authorizing time to complete work on this 
manuscript. 

Early in the planning of the study the investigators had the benefits of 
comments about the proposed work from the following members of the Advisory 
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Training: Drs. Viola W. Bernard, Columbia University School of Public Health 
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INTRODUCTION 



CHAPTER 1 



S CHOOLS of public health train professional workers for a wide variety of 
roles and tasks in the health field. These workers arc unique with respect 
to their approaches to health improvement and protection measures for 
communities and population groups and for their focus on prevention and 
containment of disease on a large-scale basis. Although graduates from 
schools of public health constitute a relatively small part of the total 
health manpower labor force in the United States, they have key roles in 
the health field since many health policymakers in the public sector — in 
Federal, State, local, and county governments — have been trained or have 
experience in the field of public health and are exposed to the philosophy 
and approaches of this field. 

Of increasing concern to the public health field has been the magnitude 
of mental disorders in the general population of the country and the 
potential roles for public health workers to carry on preventive and 
promotional activities in this area as well as to extend their concerns to 
the rehabilitation of the mentally ill who have returned to their com- 
munities after hospitalization. Working toward the realization of this ob- 
jective has not been a simple academic or administrative task. This pro^ss 
has been unfolding in periods of rapid growth and differentiation or 
both public heabh and mental health. Both fields have been experiencing 
increasing demands for manpower and services, the introduction of new 
technologies, explosions of scientific knowledge, and vast social changes. 
Although a full discussion of these issues would be beyond the scope of 
this volume, the particular emphasis of this chapter is to present a sketch 
of the larger contexts of public health and mental health professional 
manpower, and an identification of divergences and junctures at which 
public health manpower training and practice find common or comple- 
mentary purpose and method with mental health work. 

HEALTH AND MENTAL HEALTH MANPOWER 

Health manpower today is developed in a variety of educational and 
service settings ranging from universities and health professional schools 
to community colleges, vocational high schools, labor unions, special train- 
ing centers, hospitals, and health and mental health agencies. The Armed 
Forces also have played an important role in training health manpower, 
and currently an effort is being made to recruit such personnel into 
civilian health careers following their military experience. 

The health field employed some 3.7 million persons in 1966, being the 
third largest industry in the United States in terms of number of workers. 

An additional 1.6 million persons or an increase of 45.7 percent in employ- 3 
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ment is expected by 1975. 1 During the period 1966-75, a monthly aver- 
age of 8,300 new health workers are projected to enter the field. 2 Whether 
the country is able to meet such expectations or not, the demands for 
increased health manpower and for changes in methods of planning, organ- 
izing, financing, and approaching health problems all will affect the train- 
ing and development of public health and mental health administrators, 
clinicians, educators, planners, and research specialists. Yet, the problems 
are by far more complex than one of increasing numbers. In the national 
efforts to increase health manpower and to improve its utilization, major 
changes in the content, direction, and methods of training will be 
required. The opinion is currently held that even if the manpower 
requirements projected during the 1960's were met, these would no 
longer suffice given the unprecedented rise in demand for services and in- 
flationary trends resulting largely from such programs as Medicare and 
Medicaid, unless measures and incentives are instituted to increase the 
capacity of health services, improve their organization and utilization, 
and management of health manpower is carried out more efficiently. The 
preparation of others to be trained in shorter time to undertake many 
roles now performed by highly experienced and long-trained health man- 
power is being recognized as crucial, and a variety of programs have 
emerged already to produce such personnel and to facilitate their entry in 
the field. Undoubtedly these pressures for expansion of health personnel, 
for new directions in the use of manpower, and for reorganization in the 
delivery of health services will have an impact on the future direction of 
schools of public health as well as on other health professional training. 
Redefinition of philosophies, reorganization of services, and creation 
of new professional roles and functions are required. 

Manpower and other problems in the mental health field, further- 
more, have been singled out for special attention by the mental health pro- 
fessions, associations, and interest groups. These efforts were intensified 
by the development of the NIMH as a locus for both expanding the role 
of the Federal Government in resource development and for stimulating 
the expansion of other governmental and nongovernmental actions in 
the field. Thus, the growth of mental health personnel in the four core 
professions of psychiatry, psychology, social work, and nursing increased 
from 44,200 to 63,947 or by 44.0 percent between 1960 and 1965 — that 
is, more than twice the percent increase in the five major health professions 
combined — medicine, dentistry, nursing, environmental health, and health 



1 U.S. Department of Labor, Bureau of Labor Statistics, Health Manpower 1966-75, Report 
No. 323. (See app. A, table 1, p. 239, “ Estimated Employment in the Medical and Health Service 
Industry by Selected Occupation, 1966 and 1975 Projections/* * See also “Health Care in America/’ 
heaiings before the Subcommittee on Executive Reorganization of the Committee on Govern- 
ment Operations, VS. Senate, 90th Cong., Second Sets., pt. II, Apr. 26; July 9, 10, and 11, 1968, 
Washington, D.C., Government Printing Office, 1968, pp. 485 and 652. 

* U.S. Department of Health, Education, and Welfare, “Job Development and Training for 
Workers in Health Services/* Indicators, August 1966, p. 4. 



research.® In spite of the increases experienced, however, manpower short- 
ages in mental health have continued. "The baseline was so low,” accord- 
ing to NIMH, "that the increases have not yet been sufficient to eradicate 
the gap” between mental health manpower needs and the number of 
persons presently working in this field. 4 

The training programs for developing public health workers who can 
use mental health concepts and practices in their work or for training 
mental health specialists in schools of public health have been part of the 
effort to close the gap both by opening up different settings as new 
sources of mental health manpower and for producing the capacity and 
skills in public health manpower to include within their scope the mental 
health dimensions of public health work. The appropriate utilization of 
such personnel is not only a matter of training. It would also depend on 
the capacity of the public health and the mental health professions to 
perform differently and on the receptivity and acceptance of such changes 
by the public as well. In terms of social policy, two issues impinge on this 
receptivity: (1) Who (what kinds of personnel) does society consider to 
be responsible for leadership and practice in mental health work? and 
(2) What activities are entailed and expected from the conduct of those 
responsibilities? The overlaps of responsibility and the stakes of the various 
professions and administrative agencies involved have generated conflicts 
which have continued to engage many from both mental health and public 
health while others have worked to negotiate operational relationships 
addressed to soothe professional and interagency rivalries and to bridge the 
underlying conceptual gaps between these two fields. 

MENTAL HEALTH AND PUBLIC HEALTH AS 
DISTINCT FIELDS OF ACTIVITY 

Historically, mental health and public health have been and still com- 
prise distinct areas of endeavor, each with its own focal problems and 
interests, conceptions, personnel, and methods of organizing and de- 
livering services. The health requirements of communities and populations 
today, however, call for viable interrelations between these two fields to 
enhance their capacity to deal with the major health problems confronting 
people. With the rest of the health field, public health and mental health 
face the social urgency for modernizing the organization and methods for 
the delivery of comprehei." 1 /e personal health care, providing methods of 
financing which will yield the greatest return to health dollar expenditures, 
assuring quality health services for all citizens as a right, and improving 
the quality of the environment to reduce physical, psychological, and 
social hazards which increase disease and reduce the span of life. In facing 

1 U.S, Department of Health, Education, and Welfare, Division of Manpower and Training 
Programs, NIMH, “Mental Health Training and Manpower, 1968-1972/' Washington, D.C., 
Government Printing Office, 1967, p, 2. 



up to these social goals and objectives, change must occur in both the 
mental health and the public health fields as well as in other areas of 
public concern which impinge on human health. 

Linkages between both fields have been difficult to achieve, both in 
training and in practice. There are as yet unresolved conceptual and 
operational problems involved in bringing together the two endeavors 
since traditional, historical, and practical factors make each field responsible 
for a vast domain of expertise, and for separate investments in professional, 
administrative, and organizational capacities. The methods of public 
funding by categories of disease have further stimulated this separation. 
These factors have tended to reinforce the respective distinctiveness of 
public health and mental health programs at one extreme by promoting 
their separateness in goals, purposes and methods, and on the other, 
ironically, by negating their distinctiveness. 

On this latter theme Yolles has written that a belief that the two fields 
are synonymous or that mental health is an offshoot of public health arises 
from the erroneous tendency to equate public health with the total universe 
of health: 

But public health is not the universe of health, or synonymous with 
health. It is, rather one aspect of the broad scope of health, which also 
includes clinical medicine and the basic medical sciences and is be- 
ginning to include prevention and intervention in terms of the whole 
range of man’s behavior in his total living context . 8 

Yolles assessed this reductionism as “a mere play on words, without substance 
or meaning.’’ • In examining the related assumption that “public health 
is mental health and mental health is public health’’ he further added: 

Any truth that may lie in this aphorism results from the implementation 
of programs and activities in which mental health and public health 
seem to blend, rather than from any presumed ‘given’ that each field 
is inextricably interwoven and based each on the other . 7 

As the health field addresses itself more to the positive qualities of health 
and its maintenance and improvement rather than continuing to emphasize 
curative and treatment functions as separate activities, new opportunities 
for bridging the gaps now existing between public health and mental 
health would appear more feasible. The accent on comprehensive health 
planning and comprehensive health services for populations, the increas- 
ing national interest in health insurance coverage and prepayment pro- 
grams, and the emphasis on broadening the overall base of health 

• Yolles, S. F., "Social Policy and the Mentally 111,” address presented at the 20th Mental 
Hospital Institute, American Psychiatric Association, Washington, D.C., Oct. 2, 1968, mimeo- 
graphed, p. 17. 

‘Yolles, S. F., "Public Health and Mental Health: Some Thoughts on the Nature of the 
Relationship,” in Goldston, S. E. (ed.). Proceedings of the National Conference on Mental Health 
in Public Health Training, Public Health Service Publication No. 1899, Washington, D.C., Gov- 
ernment Printing Office, 1969, pp. 6-7. 

* Ibid. 




manpower would appear to support and provide greater thrust toward 
increasing the integration of now largely departmentalized and frag- 
mented health programs including those in public health and in mental 
health agencies. Furthermore, the movement of health consumers, par- 
ticularly among the poor, has emerged as an additional force working 
in similar directions. The barriers between both fields although perhaps 
lowered have not yet been removed. The historical antecedents of both 
fields serve to clarify the directions which tend to set them apart and 
the currents which have brought them closer toward common areas 
of action. 



HISTORICAL ANTECEDENTS 

For over 100 years efforts have been made to involve public health 
in certain aspects of mental health work although the social institutions 
for attending to the public health of communities have largely remained 
separate and distinct from those ministering to the mentally disordered. 
These separate frameworks have been reinforced both by societal views 
of the mentally ill and by the professional competencies deemed necessary 
to deal with the problems posed by public health on the one hand and 
by mental disorders on the other. Although mental health work is more 
encompassing than activities and programs for the mentally ill, the care 
and treatment of mental illness and other emotional disorders have been 
and continue to be its major concern. 

From colonial days to the middle of the 19th century the mentally 
ill, the poor, and criminals were accorded similar place in society. The 
mentally ill were jailed or placed in almshouses supported by local govern- 
ments, or were just hidden in their homes by their families. Only a few 
State and private custodial institutions were developed. The “moral treat- 
ment” reforms initiated by Pinel in France and ^uke in England also in- 
fluenced the patterns of care to be provided to the mentally ill. By the 
end of the 19th century, as a result of Dorothea Dix’s reformist crusade, 
responsibility for care of the mentally ill was transferred to State govern- 
ments. 8 As a result, large State mental hospitals often isolated from the 
expanding industrial and urban centers and from community life were 
built. 

In the first decades of the 20th century, however, innovations related 
to present-day community mental health practice began to be initiated 
although these were only slowly introduced and extended. These innova- 
tions departed from “moral treatment” concepts into psychobiological 
concerns which had a therapeutic direction. They included the establish- 
ment of psychiatric wards in general hospitals, the introduction of social 
work activities in psychiatric care, the initiation of outpatient and after- 



■Dain, H., Concepts of Insanity in the United States, 1789-1865, New Brunswick: Rutgers 
University Press, 1964, 804 pp. 
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care programs, and the founding of psychopathic hospitals for <;o.nination 
and precare of patients prior to commitment to mental hospitals. Sup- 
porting the therapeutic concerns for the mentally ill was the emerging 
mental hygiene movement founded by Clifford Beers. In 1909 Freud made 
his first visit to the United States; subsequently his theories, his students, 
and the psychoanalytic movement began to have major impacts on the 
evolution of American psychiatry. In fact, many of the leaders of the 
psychoanalytic movement were European exiles who had come for political 
asylum to the United States. Still, however, care for the mentally ill con- 
tinued to be primarily a responsibility of State government, and admis- 
sions to State hospitals and determination of mental illness continued tc 
be largely a judicial matter with care having a custodial emphasis. 
Patients had little opportunity for being released to their communities 
and supporting community treatment and rehabilitative services were 
sadly lacking. 

In the 1950’s, one-half of all hospital beds in the United States were 
in State mental hospitals. As the extent of the problems of mental ill- 
health and the human and economic costs to society were publicized, 
mental illness came to be described in the professional literature as “a 
major public health problem.” Emerging community mental health pro- 
grams, although largely oriented toward the treatment of persons on an 
individual basis, began to adopt certain concepts and procedures common 
to public health administration and practice. The concepts of prevalence 
and incidence rates derived from epidemiology became commonly ac- 
cepted, and the vocabularies of prevention and health education also made 
their way into the field. 9 This development has been characterized as the 
third “psychiatric revolution” — community psychiatry which is in effect 
a development from psychoanalysis and the social and behavioral sciences, 
particularly the anthropological theories related to personality and cul- 
ture developed by Ruth Benedict, Edward Sapir, and Margaret Mead. 
Bellack notes that advances in public health, in epidemiology, and other 
related fields have also contributed to the development of community 
psychiatry. 10 

Slowly, also, but over a much greater timespan, public health has also 
been moving its interest toward mental health. Traditionally, public health 
has concerned itself with the control of major diseases affecting whole com- 
munities and population groups. During the 19th century its emphasis 
was on environmental sanitation and the control of communicable dis- 
eases with the objectives of preventing their inception, halting their course, 
and reducing their impact. These objectives required surveillance and 
early identification of cases, the development of measures to determine 
the magnitude and vulnerability of populations, and the development of 
service programs addressed to control the agents of disease. With the in- 

•Bellack, L. (ed,) , Handbook of Community Psychiatry and Community Mental Health, New 
York; Grune 8c Stratton, 1964, pp. 1-3. 






crease of chronic disorders in the population and the realization of the 
emotional aspects of health and illness, mental health considerations have 
thus become a logical concern for public health. 

The classic Shattuck Report of 1850 had called attention to a role for 
public health in mental health by recommending that a board of health 
be designated in Massachusetts and that one duty of such a board would 
be to determine whether mentally ill persons should be institutional- 
ized. 11 This recommendation was not adopted at the time, but over 20 
years hence, Henry Putnam Stearns, following the same principle, urged 
State boards of health to appoint physicians to study and report the 
conditions which lead to mental disorders. 12 

In the 1920’s the superintendent of the Boston State Hospital called 
attention to the New York plan which empowered health officers, among 
others, to hospitalize the mentally ill. In addition, Rosen notes that between 
1915 and 1935 public health agencies were dealing with certain mental 
health matters chiefly in relation to maternal and infant care. 13 During 
these years mental health problems however were largely peripheral to 
public health concerns, but of emerging interest to a point at which “there 
were intimations that public health officials would do well to broaden 
their concern with mental health.” 14 Illustrative of these attempts was the 
program established in 1916 by the Detroit Department of Health to 
integrate mental hygiene instruction into the staff education of public 
health nurses. 15 

One major effort toward identifying points of convergence between 
public health and mental health was a short-term training institute held 
in Berkeley, Calif, in June 1948, under the sponsorship of the Common- 
wealth Fund and the California State Department of Health. Through this 
institute a group of 30 city and county health officers came together with 
a faculty composed of eight psychiatrists, three pediatricians with psy- 
chiatric training, and five public health leaders for a 2-week workshop to 
explore and identify the relationships between mental health and public 
health work. As reported in the volume Public Health Is People, this train- 
ing experience led both participating faculty and public health officers to 
the realization that mental health factors intimately affect the health 
department in all its parts and relationships. 15 Jules Coleman, one of the 
psychiatrists who served on the institute faculty, commented on its major 
emphases: 



11 Rosen, G. (ed.), "Public Health and Mental Health: Converging Trends and Emerging 
Issues/' in Mental Health Teaching in Schooh of Public Health, Association of Schools of 
Public Health, Columbia University, 1961, p. 7. 

“Ibid., p. 54. 

» Ibid., p. 54. 

“Ibid. 

“Jefferies, B., and Burke, M.. 'Mental Health in a City Health Department," American 
Journal of Public Health, 44: 1038, August 1954. 

“Ginsburg, E. L., Public Health Is People, Cambridge: Harvard University Press, 1950, 241 



PP- 



9 



The central idea was that public health served large segments of the 
population in promoting health and in preventing disease and that it 
might make an important mental health contribution through its own 
services by incorporating psychiatric concepts and procedures in rela- 
tion to such problems as the emotional components of illness, principles 
of child rearing, public education, public relations, health interviewing, 
and the intragroup tensions of the public health staff itself. 17 

Periodically over the past 20 years the public health literature has con- 
tained articles on mental health functions and responsibilities of local 
health departments. Preventive mental hygiene methods were specifi- 
cally utilized in the child health conferences of the Baltimore Health Depart- 
ment in 1949, 18 introducing anticipatory guidance, a technique concerned 
with prognosis of events to be expected, which in the 1960's was to become 
a prominent tool in Peace Corps training programs. In the late 1940's the 
Attitude Study Project introduced mental health concepts into the daily 
activities of the Kips Bay Child Health Station staff in New York. 19 In 
1957, Hanlon pointed out that “a local health department has the same 
responsibility for the mental health of a given community as it does for the 
community’s physical health," particularly with respect to early casefinding 
and prevention. 20 That same year, Norton et al. defined areas for the 
conduct of mental health roles for health officers, indicating that 
through conferences with psychiatrists, workshops, and inservice training, 
the departments of health can assume mental health responsibilities. 21 
In 1957 also, Lemkau cited the following mental health-related activities 
in which public health personnel could be involved productively: 

laboratory services for the diagnosis of central nervous system syphilis, 
the determination of bromide levels, and the estimation of lead content 
in blood or other tissue; biostatistical services to obtain data on the 
incidence and prevalence of hospitalized behavior disturbances; means 
for sanitary engineering staff to cope with potential litigious personal- 
ities; maternal health and prenatal clinics to deal with the prevention 
^of complications of brain damage as well as behavioral health; involve- 
ment of school health personnel in mental health problems; and concern 



17 Coleman, J„ "Relations Between Mental Health and Public Health/' American Journal 
of Public Health , 46: 805, July 1956. 

18 Stine, O. C., "Content and Method of Health Supervision by Physicians in Child Health 
Conferences in Baltimore, 1959," American Journal of Public Health , 52: 1858-1865, November 
1962. 



19 Belkin, M., Suchraan, E. A., Levinson, B., and Jacobziner, H. "Mental Health Training 
Program for the Child Health Conference," American Journal of Public Health , 55: 1046-1056, 
July 1965. 

90 Hanlon, J. G., "The Role of the Mental Health Service in the Local Health Department," 
Public Health Reports, 72: 1094, December 1957. 

11 Norton,^ J. W, R„ Applewhite, C. C., and Howell, R. W„ "Efforts To Define and Help 
the Health Officer To Fulfill His Role in Mental Health Programs," American Journal of Public 
Health, 47: 812-818, July 1957. 
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with the mental health implications of institutional licensing for such 
facilities as nursery schools, day-care centers, and nursing homes.- 2 

In 1962 the U.S. Surgeon General's Ad Hoc Committee on Mental 
Health Activities called attention to the areas in which public health person- 
nel could participate and contribute to the field of mental health. The com- 
mittee earmarked the following areas: 

(1) In primary prevention through health information and educa- 
tion of the general public; 

(2) In early case finding through observation and identification of 
behavior in interpersonal relationships in child health clinics, school 
health and industrial health services, and environmental health practices; 

(3) In secondary prevention by provision of supportive and/or 
referral services to individuals and families during crisis periods; 

(4) Through cooperative planning for adequate comprehensive 
mental health program activity; 

(5) Through provision for an encouragement of training activities 
for mental health and public health personnel; 

(6) Through epidemiological and program research and surveys 
needed to identify ‘target' populations, and improve preventive, thera- 
peutic, and rehabilitative practices. 23 

Organizational approaches toward bringing a functional interrelation 
between mental health and other health programs have been taking place at 
every level of government. Over the past decades also, two major trends 
have been set into motion regarding the administrative structures for 
both public health and mental health services at the State and local levels. 
One trend has been toward merging mental health and public health 
agencies either as divisions of a more encompassing health agency or as 
parts of other types of agencies such as welfare. The opposite trend has 
been toward establishing separate and distinct departments of mental 
health. These arrangements have also affected relationships between 
Government and the private sector. 

Whatever the administrative arrangements, program linkages and 
continued staff cooperation have not always succeeded. Yolles has pointed 
out that even where public health and mental health services are organiza- 
tionally and administratively linked together, there may be a “lack of 
cooperation between practitioners in these two groups in implementing 
programs which are of mutual concern." 24 Why does this condition of 
“separateness" continue to exist? 

**Lemkau, P, V., “Mental Health Tasks in General Health Programs/' American Journal of 
Public Health , 47: 797-801, July 1957. 

U.S. Department of Health, Education, and Welfare, Report of the Surgeon General's Ad 
Hoc Committee on Mental Health Activities, "Mental Health Activities and the Development 
of Comprehensive Health Programs in the Community,” Public Health Service Publication No. 
995, Washington, D.C., Government Printing Office, 1962, p. 8. 

• f * Yolles, S. F., "Public Health and Mental Health: Some Thoughts on the Nature of the 
Relationship," in Goldston, S. E. (ed.), Proceedings of the National Conference on Mental Health 
in Public Health Training , Public Health Service Publication No. 1899, Washington, D.C., 
Government Printing Office, 1969, p. 7. 
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One may point first to the primary professional orientation of the 
practitioners of each of these fields. While public health workers have 
traditionally been community, group, and prevention oriented, mental 
health professionals still primarily receive their basic training within a 
framework which is individually and clinically oriented. Second, few mental 
health professional workers are trained in or are exposed to public health 
concepts and thus are not able to seize opportunities to work productively 
with public health people or to employ public health approaches in their 
programs. Third, when a mental health service is administratively part of 
a local health department, neither the mental health staff nor the health 
officer may perceive that such staff could effectively contribute to public 
health programs or vice versa. Where mental health staff have been engaged 
by health departments in situations where no organized mental health 
service exists, such appointments have usually been part time and the ac- 
tivities pursued most frequently relate to mental health consultation with 
public health nurses to the exclusion of other health department staff. An- 
other factor to be considered is that the higher salary scales paid to mental 
health professionals for clinical work deter them from seeking public 
health work. Furthermore, the kind of mental health training received 
by public health workers or the absence thereof may be an additional 
contributing factor. If public health workers are not adequately trained 
in mental health, there would appear to be little room for expectancies that 
mental health workers can be of assistance in, or that mental health 
concepts have applicability to, public health work. 

Yolles has advanced the argument that a key reason for the distance 
between mental health and public health “lies heavily in the absence of a 
conceptual basis for mental health training in the schools of public 
health • • •*' and that “the existing psychiatric, psychological, and psycho- 
analytic models are no longer appropriate for teaching mental health in 
schools of public health.*’ 25 He continues: 

The ambiguous and even amorphous status of mental health in schools 
of public health today is a reflection of the ambiguities of the status and 
relationships of mental health to public health on one hand and to 
psychiatry, psychology, and psychoanalytic thought on the other • • • 

In short, mental health training for students in schools of public health 
cannot mirror the content or curricula provided for the basic training 
of mental health specialists in psychiatry, psychology, and social work. 

If a new model is needed for mental health training in schools of 
public health, and 1 argue that it is needed, then such a model can 
only evolve through the integration of mental health concepts into the 
basic public health sub-specialty fields • • • 26 

In the light of this statement, it may be further argued that schools of 
public health being the basic institution for th° socialization of public 
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* Ibid. 

** Ibid., pp. 7-8. 



health professionals have a major leadership role in developing what would 
amount to the integration of mental health concepts within the total 
spectrum of public health practice. 



TOWARD INTERFACES BETWEEN PUBLIC HEALTH 
AND MENTAL HEALTH 

Modern public health preceded the emergence of modern community 
mental health. Indeed, as indicated in the previous section, the historical 
antecedents of the two fields have generally followed different lines of 
development. Nonetheless, at present there is no open disagreement or 
conflict between community mental health and public health with respect 
to such broad concerns as early casefinding, the utilization of epidemio- 
logical approaches and techniques, and applications of public health-social 
science in research and evaluation. Beyond these common areas, there re- 
main more distinct interests, approaches, and even ideologies that give 
specific identity to each field and pull them apart. How can both fields 
eventually be brought together into a public health-mental health con- 
tinuum? What advantages would there be to such a development? What 
convergences have already emerged? 

After the end of World War II, the community mental health move- 
ment began to gain momentum in this country. The initial thrust was an 
outgrowth of national defense manpower analyses which revealed that 
high proportions of rejections for military service, and of military dis- 
charges were due to mental disorders. As a result of these findings, the in- 
volvement of the Federal Government in mental health matters took off 
at an accelerated pace. Funds for research, manpower training, improve- 
ment of mental hospitals, and the establishment of community programs 
for care, treatment, and rehabilitation of the mentally ill became avail- 
able. The impetus provided by Federal aid to the States stimulated the 
adoption of State legislation to provide a basis for State-local-private 
sharing in financing mental health services. Through such legislation, lo- 
cally organized mental health programs began to gain increasing public 
support. During this period also a trend ensued to reduce the utilization 
and length of patient stay in State mental hospitals. Administrative re- 
forms, reorganization of mental hospitals, and the mass use of psycho- 
tropic drugs resulted in a reduction in the number of patients in the census 
of State hospitals. In a few years, these hospitals became one of a variety 
of facilities for care and treatment of the mentally ill, although they con- 
tinued to be the major organization for care of the mentally ill. General 
hospital psychiatry, short-term hospitalization, day- and night-care pro- 
grams, outpatient hospital and free-standing clinics, and private office serv- 
ices began to expand rapidly. Mental health consultation to police, 
courts, schools, welfare agencies, and health care agencies and institutions 
became part of the total range of service programs offered by locally 
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organized mental health agencies in the communities. As facilities and 
services increased, so did their utilization by those needing help. 

The field of community mental health also expanded its boundaries 
and brought its resources into areas which previously had been in other 
domains of human behavior such as education, medicine, law, social serv- 
ice, and police work. Its concerns became interdisciplinary, although its 
central focus remained clinical since demands for services, and professional 
interests and rewards continued to be directed to the treatment of in- 
dividuals and families suffering mental and emotional problems. Two new 
subspecialties of psychiatry, community psychiatry and social psychiatry, 
emerged. Within psychology, the subspecialty of community psychology 
also developed. These trends suggested that the mental health field had 
outgrown psychiatry and that it was different from the aggregate of psy- 
chiatry, psychology, social work, and psychiatric nursing, the professions 
which comprised the clinical team concerned with the care and treatment 
of the mentally ill . 27 What the mental health field comprises thus would 
depend on those specific activities in which professionals and organizations 
within the field are generally engaged, their techniques and methods, and 
the theories upon which they base their program actions in relation to con- 
trolling disordered behavior and feelings. 

In the framework of this enlarged community interest of mental health 
work, attention has been given to the possible applications of public 
health principles and methods to mental health programs, Thus, in this 
sense community mental health represents an interface between mental 
health and public health. Another interface concerns the utilization of 
mental health principles and practices within public health work itself. 
Iioth have the potential to increase the reach into populations and com- 
munities and to affect the development of more integrated programs of 
service as well, and only careful evaluation of such programs would give 
measures of their impact in improving the health of the community. 

In summary, schools of public health train workers to discharge re- 
sponsibilities related to the overall health of the population. Of in- 
creased concern for public health has been the magnitude of mental health 
problems and the capacity which public health workers could bring to their 
control. The mental health field has traditionally concentrated on the 
care and treatment of the mentally ill, and the increases obtained in pro- 
fessional mental health manpower have made but little dent on mental 
health problems. Training of public workers in mental health concepts 



" I.aswell has observed that in the future the scope of psychiatry is likely to be diminished 
and that many programs now conceived as mental health may be more plausibly referred to 
as ’*the cultivation of human resources/* 'cultural reconstruction’* (p. 62), and the like, while 
research programs on neurology and brain chemistry will be budgeted as components of “gen- 
eral research programs in physiology and neurology '* (pp, 62-69). (Harold D. Laswell, “The 
Politics of Mental Health Objectives ami Manpower AsstfO ch 3, in Arnholf. F. N., Rubinstein, 
E. A., and Speisman, J. C. (eds.), Manpower for Mental Health , Chicago: Aldine Publishing 
Co., I%9.) 



and practices have been a part of the effort toward dealing more effec- 
tively with mental health problems as an aspect of public health work; also, 
schools of public health have been deemed as another suitable setting for 
training mental health specialists. Training such personnel is related to 
the issues of collaboration of public health and mental health personnel 
and to the integration of mental health and public health concepts and 
practice. These issues are not yet resolved. New avenues must be found 
other than already tried empirical approaches which seem to ignore the 
lags between the ways in which professional workers are trained, their 
values, traditions, and identity, the political and social contexts of the 
bureaucracies, and the cultural systems of rewards and recognition of the 
society in which they live. 

Within bureaucracies, mental health like any other health program 
is based on operational and political definitions couched in professional 
or technical terms. There is no fixed and universally accepted definition 
of the field or of the scope of mental health programs. The demands for 
mental health services and the magnitude of the problems of mental 
illness and other l>ehavioral disorders have culminated in sustained and 
expanded national efforts to stimulate research, training, and service de- 
velopment at the State and local levels both within the public and private 
sectors. The crisis in health manpower and the demands for technically and 
financially manageable comprehensive health services have added a note 
of urgency to the need for clarifying the areas in which public health and 
mental health programs can reinforce and strengthen each other, thus 
eliminating the fragmentation of costly and scarce resources. 

One of the tasks before the field of mental health itself is an effec- 
tive rapprochement with public health, welfare, education, and other 
human services. A similar task faces public health. Historically, both fields 
have generally followed different paths. At this time, however, professional 
judgment favors community-based and oriented comprehensive health 
services with emphasis on prevention, early care, and health protection 
and maintenance. Thus, new challenges are facing both professionals and 
training institutions. Revised, or yet to be invented organizational or inter- 
organizational mechanisms may be required as well as new arrangements 
in planning, in the logistics of service provision, and in the leadership 
and cc ntrol of programs. 



THE STUDY 
FRAMEWORK AND 
METHODOLOGY 



CHAPTER 2 




WHY THE STUDY WAS CONDUCTED 

T HIS study was conducted to establish systematically the profiles of recent 
American graduates from schools of public health in the United 
States, and to explore relationships between their characteristics and 
perceptions of iraining and professional practice with particular emphasis 
on the mental health aspects of public health work. Graduates from 11 
different schools in the 7-year period 1961-67 were compared along those 
dimensions. Five major content areas were covered: 

(1; demographic, educational, professional, and occupational 
characteristics of public health workers; 

(2) awareness of exposure to mental health in public health 
training and practice; 

(3) assessment of the trailing experience received in public 
health and in mental health; 

(4) assessment of the usefulness of the mental health training 
experience in current professional public health work; and 

(5) views on how to improve mental health training in 
schools of public health. 

As a corollary to the above, the study probed intor (1) The appraisals that 
graduates from schools of public health now in the practice of professional 
public health work have made of their mental health-public health training, 
(2) the identification of curricular areas and content which in their judg- 
ment were covered and are useful to their professional work, and (3) 
the opinions, views, and knowledge about tho~e gaps which they perceived 
between instruction and professional practice in regard to public health- 
mental health. Still in another sense, the study was also concerned with 
exploring the impacts of public policies designed to stimulate and to pro- 
vide support for mental health training in schools of public health. 

Although controversy persists as to the conceptual and operational 
relationships between public health and mental health practice as well 
as to the extent and scope of mental health content in public health 
training, systematic studies are lacking which examine the place of mental 
health training in public health or its relevance to the performance of 
public health work. Neither have questions related to the development 
of mental health manpower by schools of public health been the subject 
of research inquiry. This study was a first effort to begin to develop infor- 
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mation and clarification of these issues and their pertinence to planning 
and replanning health manpower resources and organizing professional 
activities for the delivery of all types of health services. 

METHODOLOGY 

The findings reported in this volume pertain to one single point in 
time; namely, the summer and early fall of 1968 when the questionnaire 
survey was answered. The questions asked were related to events, actions, 
or opinions on matters which took place within three different time levels 
or stages in the life careers of respondents: (1) Prior to admission to a 
school of public health, (2) while attending a school of public health and 
pursuing a master's degree, and (3) subsequent to graduation from a 
school of public health. 

In examining the replies, the investigators placed primary emphasis 
in determining the characteristics of respondents along those dimensions 
which would cast light on public health manpower in mental health. Since 
the instrument was not designed to establish developmental, career se- 
quences, or time-series relationships, those analyses which are concerned 
with events pertaining to different time periods are not intended to be 
nor can they be construed as implying any direct cause-effect relationships. 

Underlying Assumptions 

Any professional service activities and functions depending on new 
scientific knowledge and its application are dynamic and in a state of 
change. Since the spread and acceptance of change and innovation is not 
a uniform or mechanical process in professional behavior, controversy thus 
becomes an intrinsic part of the dynamics of change. There are many 
professional controversies in public health including the subject of this 
volume, viz, mental health-public health. In view of such recognition, the 
underlying assumptions of this study are paramount: first, it was assumed 
that graduates from schools of public health, both as former consumers 
of public health training programs and currently as providers of health 
and mental health services, were in a crucial position to comment on the 
kind of mental health training that they had received, the relevance of 
mental health considerations to public health work, and the role of public 
health workers in mental health programs. The investigators also assumed 
that certain selective factors operated in attracting public health 
students to mental health such as the visibility of the mental health fac- 
ulty, and of course work as well as of mental health components in overall 
public health training. A further assumption was that the professional 
b ’.ground and previous interest of the respondents in mental health 
would also determine their pathways into mental health work. 

Consideration was also given to characterizing current trends in 
public health and mental health professional practices and their possible 



impact on schools of public health and on the respondents. In this con- 
nection, it was assumed that when public health-mental health profes- 
sional practice is subsumed organizationally under the rubric of public 
health alone, the mental health component tends to be obliterated and to 
lad; salience in the tasks of professional service and performance. The tend- 
ency toward conceiving of the mental health field as a distinct interdisci- 
plinary activity anchored in and germane to psychiatry, psychology, 
casework, and psychoanalysis 1 was considered to place mental health outside 
the context and responsibility of the public health field. This conception 
was believed to limit the role assigned to mental health in public health 
training and research, and to influence the organization and delivery of 
health and mental health services. It was assumed also that if schools of 
public health were to respond to the crosscurrents and ideological con- 
straints pressing on the profession and its activities, they would be limited 
in making an optimal impact on the mental health aspects of public 
health training and on its implementation in future public health work. 
Their graduates then could be expected more likely to be unaware or 
acquiescent than aware and responsive to mental health as a component of 
public health training and of its overall relevance to public health practice. 

Further, it was assumed that since the mental health aspects of 
public health are not yet clearly defined and resolved in professional 
practice, mental health training in schools of public health to a certain 
extent would reflect the ambiguities that characterize the field. Moreover, 
it appeared that mental health as a component of public health train- 
ing has not been distinctly visible in training programs at schools of 
public health and thus might have been overlooked or not considered of 
enough importance by segments of the population of graduates. 

In addition, it was considered that the lack of working or operational 
relationships between mental health and public health professional 
practices may be reinforced in the context of administrative settings where 
public health professionals are employed. Since public health and mental 
health programs often are in contention for funds and other resources, in 
actual practice the conipartmentalization of their respective functions 
has tended to be reinforced. Meanwhile, although philosophically, the inte- 
gration of all health and mental health programs is generally considered 
desirable, successful program coordination has been difficult and still awaits 
solutions on society’s agenda for health administration. 

The context of work experience — the degree to which mental health 
is accepted or potentially accepted as a distinct part which fits within the 
overall spectrum of public health work — was considered to affect the degree 
of interest and recognition of need for mental health skills on the part of 
public health workers. 

1 YoIIes, S. F„ “Public Health ami Mental Health: Some Thoughts on the Nature of the 
Relationship." In Collision, S. E. 'ed.): Proceedings of the National Conference on Mental Health 
in Public Health Training. U.S. department of Health, Education, and Welfare, Pubh v Health 
Service, Publication No. 1899, Washington, D.C., Government Printing Office, pp. 7-8. 






No direct cause-and-effect relationships between training and practice 
were assumed, but rather that training would be one of the factors to in- 
fluence the direction of professional practice and its implementation. 

The study was not conceived or structured either technically or in 
purpose as an evaluation of mental health training in schools of public 
health or of mental health aspects of public health work; neither was it 
designed as a device to measure the merit or weakness of any training 
program or programs conducted by schools of public health. The intent was 
to determine through the responses of graduates from public health 
training programs who are primarily engaged in public health professional 
work to what extent, in their judgments, they had obtained mental health 
training and, if so, to what extent was such training useful in their profes- 
sional work. Respondents were also questioned about their public health 
professional practice and as to the acceptability of mental health in public 
health by the profession and by the general public. Such queries were 
deemed to be consistent with the assumption that schools of public health 
although relevant could not be considered to be a single determinant 
of professional practice behaviors in the field. 

Several hypotheses were constructed to set parameters and guide- 
posts for the study, although the objective of the study was not hypotheses- 
testing and theory-building. In effect, the investigators were primarily 
concerned with studying practical questions regarding the training of public 
health manpower equipped to apply their skills in the control of com- 
munity mental health problems. In approaching these problems, it was 
essential to construct an instrument which would provide verifiable data, 
and to design tables which would clearly and accurately yield facts relevant 
to the issues posed in the study. 
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Criteria for Selection of the Respondent Population 

The plan for selection of respondents called for designating a well- 
circumscribed and sufficiently large but manageable population which 
would provide information relevant to mental health training in schools 
of public health, as well as to the relationships of mental health to public 
health practice in the United States. Accordingly, and as further explained 
below, the study population was defined as consisting of American citizens 
who had received a master's degree from an accredited school of public 
health in the continental United States during the period 1961-67. 

For practical reasons of economy, no effort was made to sample such 
a population. The investigators had anticipated that graduates from these 
schools might be difficult to locate due to their geographic mobility and 
thus that sufficient responses might not be forthcoming. In order to locate 
respondents, a request was made to the schools of public health for complete 
lists of their graduates meeting the criteria for selection of respondents. 
It was also decided that the most efficient technique to contact potential 
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respondents dispersed throughout the country was a questionnaire by 
mail. 

The following factors were specifically considered in defining the study 
population: 

American Citizens. — Since a primary concern of the study was to ob- 
tain information on the relevance of mental health considerations in 
public health practice in the United States, only American citizens were 
included in the study population. All citizens from other countries who 
had received a master s degree from an accredited school of public health 
in the United States were excluded. Included were persons who were 
citizens of another country at the time of training, but who had become 
citizens of the United Spates by the time of the survey. American citi- 
zens trained in Canadian schools of public health were excluded. A further 
consideration affecting the decision to select American citizens was that 
stipends from the National Institute of Mental Health for the train- 
ing of mental health specialists in the schools of public health are intended 
primarily for citizens of the United States and only in selected instances 
such stipends may be awarded to noncitizens who are admitted to the 
United States for permanent residence or to noncitizens holding temporary 
visas. 

Because of the heterogeneous backgrounds of persons attending 
schools of public health, the selection of only American citizens also was 
considered a means to reduce further variabilities which might have been 
introduced by inclusion of diverse foreign nationals. Moreover, limitation 
to American citizens would still make it possible to draw on a large major- 
ity of graduates from schools of public health who would most likely be 
residing and working within the United States, and thus reduce the prob- 
lem of locating respondents. According to information available from the 
American Public Health Association, 69.9 percent of all graduates from 
accredited schools of public health in the United States and Canada dur- 
ing the period 1961-67 were American citizens, the remaining 30.1 percent 
were nationals of Canada and other countries (see app. B, table 1, p. 240) . 

Accredited Schools of Public Health in the Continental United States 
Awarding Degrees During 1961-67. — A second criterion was to limit the 
study to graduates from accredited schools of public health in the conti- 
nental United States which awarded degrees during the entire stud) 
period, 1961-67. Accordingly, graduates from the following 11 schools of 
public health were included in the research study: University of California 
(Berkeley), University of California at Los Angeles (UCLA), Columbia, 
Harvard, Johns Hopkins, Michigan, Minnesota, North Carolina, Pitts- 
burgh, Tulane, and Yale. 

Not included in the study were graduates from the two Canadian 
schools (Montreal and Toronto) and from three American schools initially 
accredited after 1961, and which therefore did not graduate classes through- 
out the entire study period (Hawaii, Loma Linda, and Oklahoma) . The 
Department of Preventive Medicine and Public Health at the University 



of Puerto Rico School of Medicine, which is an accredited school of public 
health, was excluded due to social, cultural, and language complexities 
which would have required another type of inquiry. 

The 11 schools whose graduates were surveyed had all received public 
health-mental health training grant funds from the National Institute of 
Mental Health for several years, starting in a span from 1948 to 1963. 
Therefore, considerable background information about grant history and 
mental health program development in each of the 11 schools was available 
to the investigators. 

Master's Degree Recipients . — Another criterion in defining the study 
population was to focus only on master’s degree recipients. The vast ma- 
jority of graduates from United States and Canadian schools of public 
health during the period 1961-67 were awarded a master’s level degree — 
6,573 master’s degrees or 94.7 percent out of a total of 6,940 graduate 
degrees awarded (see app. B, table 2, p. 241) . By limiting the study popula- 
tion to master’s degree graduates it was possible to define an aggregate 
which by and large had shared in various forms a similarity of curricular 
experiences as a result of a common level of training in a school of public 
health. 2 In other words, while the curriculums of the various schools differ, 
and each school is unique in its capabilities and emphases, there are some 
common subject elements to which students attending a school of public 
health generally will be exposed; e.g., biostatistics, epidemiology, environ- 
mental health, and public health administration. 

Study Period, 1961-67 . — The rationales for studying graduates from 
this 7 -year period were as follows: 

(1) The intent of the investigators was to study a “uni- 
verse” of graduates, inclusive of the broad range of professional 
backgrounds and graduate professional preparation in the vari- 
ous subspecialty areas of public health. The 7-year period chosen 
for study offered a sufficiently large number of potential respond- 
ents necessary for this type of survey. 

(2) All 11 schools whose graduates were included in the 
study had received NIMH training grant funds at some time 
during or throughout this 7-year period. Eight of the schools 
had received such grant funds during the entire period (UCLA, 
Columbia, Hopkins, Michigan, Minnesota, North Carolina, Pitts- 
burgh, and Yale). Three schools had received NIMH funds dur- 
ing the following years: Harvard, 1961-66; Tulane, 1962-67; and 
University of California (Berkeley), 1963-67. 

(3) The 7-year timespan was assumed to provide for the 
inclusion of graduates subsequent to receipt of their public 
health degrees within a continuum of work experience and 

operationally, the definition of the study population permitted the inclusion of doctoral 
candidates or doctoral holders if such respondents initially also had received a master's degree 
from one of the 11 schools of public health any time during the period covered by the study. 



involvement in public health to permit inquiry as to the relation- 
ship of their work to mental health. In addition, since respond- 
ents’ perceptions and to some extent recall were to be evoked, 
the investigators felt that within this 7-year time period training 
experiences at ^ school of public health would still be within 
remembrance. 

(4) Last, and of major importance, the 7-year period 1961-67 
had been characterized by great changes in the scope and practice 
of public health, and by significant growth and development 
within the field of mental health. 

Locating Respondents 

Shortly after the study population was defined, a letter was sent in 
November 1967 to the heads of the 11 schools acquainting them with the 
intent and purposes of the proposed study and requesting a list of names 
and addresses of all the American citizen, master’s degree graduates, dur- 
ing the period 1961-67. This communication stated that by definition 
the awarded master’s degree may be an M.P.H., M.S., M.S.P.H., M.S. Hyg., 
M.H.A., or any other type of master’s degree awarded by a school of public 
health. By the end of March 1968 all the lists had been received. 

CONDUCT OF THE FIELD STUDY 
Questionnaire Construction 

Development of the questionnaire took place over a 10-month period. 
Eighteen major revisions of the instrument were made prior to the final 
form in which it was mailed to graduates (see app. B, pp. 242-250) . During 
the process of questionnaire development, consultations were held with 
representatives of the U.S. Public Health Service, the American Public 
Health Association and its Professional Examination Service, the members 
of the Advisory Committee to the National Conference on Mental Health 
in Public Health Training, and several survey research workers in the 
United States. Revisions were made in accordance with suggestions made 
by reviewers and on the basis of two pretests conducted with individuals 
familiar with mental health and public health. As the questionnaire was 
being developed, the literature was reviewed for further clarification of 
objectives, historical backgrounds, and modifications to the questionnaire 
itself. 

The content of the questionnaire was organized around the following 
five major areas — 

(1) demographic characteristics, education and professional 
backgrounds, and experience in public health and in mental health 
work of the study population; 

(2) exposure to mental health-public health training in re- 



lation to major program, to mental health aspects and subject 
matter, to mental health course work, and to interaction with 
mental health faculty during their training experience in a school 
of public health; 

(3) occupational characteristics and the extent to which 
mental health content is relevant and accepted in the professional 
work of the graduates; 

(4) opinions of the graduates with respect to their percep- 
tions and satisfactions both with their formal training and their 
professional activities as related to mental health; and 

(5) felt needs for additional mental health training and 
views on improvements in mental health instruction at schools of 
public health. 

To provide a basis for comparisons and generalizability, formats and 
questions from other research studies and from routine data-gathering sys- 
tems were used whenever appropriate. Previous surveys by the Manpower 
and Analytic Studies Branch, Division of Manpower and Training Programs, 
NIMH provided a guide for the structure and content relating to such 
items as work setting, source of income, and functional title. Some ques- 
tions on employment status were included to provide data on professional 
public health workers in the labor force for program planning activities in 
other components of the U.S. Public Health Service. 

The Student Census Card maintained by the American Public 
Health Association provided a format for obtaining information on the 
primary professional discipline of graduates prior to formal public health 
training and on the major programs of study pursued in a school of public 
health. 

No definition of mental health was given in the questionnaire itself 
in order to allow respondents the broadest possible latitude in conceiving 
of the mental health aspects of public health. Certain questions, nonethe- 
less, by connotation clearly suggested and defined specific mental health 
inputs; e.g., mental health content areas covered, role relationships with 
mental health faculty, and catalog listed mental health course work taken. 

Two listings of topic areas were constructed to obtain appraisals of the 
extent of exposure of graduates to mental health subject matter and 
the degree to which such mental health content subsequently has been 
useful in their work. The first list identified a series of public health topics 
classified under two main headings — socioenvironmental, and family 
and child health. Included under these two headings were 31 topics 
covering areas generally considered of public health concern in professional 
journals, texts, classroom, and practice. The questionnaire was then 
structured to elicit: (a) Whether the mental health aspects of the public 
health topics were covered during training, ( b ) the quality of the presenta- 
tion, and ( c ) the extent to which the mental health aspect of the 
public health topics has been useful in subsequent professional practice. 
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The second list included a total of 43 mental health topics classified under 
three headings — basic , general , and specialized — which were then further 
categorized. As with the first list of topics, respondents were asked to in- 
dicate if the topics were covered, and to note the quality of presentation, 
and their usefulness in practice. 

Two main sources were used in devising the list of mental health 
topics. The first was Menial Health Teaching in Schools of Public Healthy 
the report of the Arden House Conference of December 1959 which 
identified three sets of mental health curricular content: (a) A core 

mental health curriculum content for all students in schools of public 
health, ( b ) a core curriculum content which has general application, and 
(r) mental health curriculum content areas for special groups of public 
health students. The second major source was Mental Disorders: A Guide 
T o Control Methods , an official publication of the American Public Health 
Association prepared by its Program Area Committee on Mental Health. 
This guide was first printed in September 1962, and has subsequently 
been reprinted three times with about 15,000 copies distributed. 

The two above-mentioned publications were prepared jointly by pub- 
lic health professionals and mental health professionals, r.nd their contents 
were specifically directed at public health workers. Other topics were based 
on national legislation and on articles in the American Journal of Public 
Health and other national health and mental health publications. Thus, the 
topics itemized had been identified publicly by professional workers, 
journals, and educators in the fields of public health and mental health. 

A limited number of new items were included which have taken on 
increased emphasis recently. Examples of this kind include: The role of 
the private sector in mental health programing and financing, compre- 
hensive community mental health centers, principles of comprehensive 
mental health planning, psychiatric registers, and social breakdown 
syndrome (SBS) . 

Mailing the Questionnaire 

Mailing of the questionnaire, management of its distribution and 
control, and data processing were done by the Professional Examination 
Service of the American Public Health Association under a contract with 
the NIMH. While the questionnaire was being developed, a pattern of 
collaboration was started between the investigators and the Professional 
Examination Service, APHA which continued until the completion of the 
survey. 

The survey questionnaire was a precoded, nine page booklet consisting 
of 25 major questions, and a maximum total of 270 responses. Except for 
the last question which was open-ended, respondents were only required to 
check one answer to each question or its parts. Based on pretests, it was 
estimated that the questionnaire would take about half an hour to 
complete. 



The questionnaire was mailed to 4,459 individuals named on the lists 
of graduates provided by the 1 1 schools of public health whose American 
citizen, master's degree recipients from the years 1961-67 were to be sur- 
veyed. The names on the lists, addresses, and code numbers of respondents 
were subsequently machine-processed; one such machine-generated list 
was used as a master control list of the questionnaires mailed. 

The first mailing which took place in midsummer, on August 19-20, 
1968, was accompanied by a covering letter from the Director of the Na- 
tional Institute of Mental Health introducing the study to respondents. 
In addition, an announcement about the study with a request for cooper- 
ation was published in the American Journal of Public Health of August 
1968. Three followup communications were sent to nonrespondents. On 
September 4, the day after Labor Day, a followup postcard was mailed to 
those persons who had not yet responded. A second reminder, followup 
letter No. 1, was mailed on September 16. A third and final reminder, 
followup letter No. 2, with a second copy of the questionnaire enclosed, 
was sent to those who had not answered by September 26. October 9 had 
been set as the cutoff date for inclusion of questionnaires in the study; due 
to the lapse in responses by mail, this date was extended to October 25. 
Thus, slightly over 2 months were required to collect the data. 

Upon receipt, each questionnaire was noted into the master control 
list, and periodically, during the field period, lists of nonrespondents and 
tables of responses received were generated. Some unexpected difficulties 
developed from errors in the lists of names submitted by the schools. At 
first, these errors were called to the attention of the investigators by 
persons listed who wrote letters indicating that they did not belong in 
the study population. Other problems connected with the mailing and 
distribution were originated by agencies in which the questionnaire was 
routed to some individual other than the addressee. Letters were also re- 
ceived from relatives indicating that the addressee was overseas, as well 
as from persons on the list who refused to fill out questionnaires. Others 
completed only part of the form and returned it. Still a few others filled 
the questionnaire with obviously conflicting and implausible information. 
Such problems were minor, but they were detected since every question- 
naire was reviewed prior to inclusion in the final data analysis. The inter- 
nal consistency and validity of responses was done both by a series of 
automated internal filters and exclusion checks or program subroutines 
included in the main research program developed for the survey, and by 
professionally editing and reviewing each questionnaire received. The 
preliminary marginals and analyses as well as the final results were generated 
by a CDC 6600 computer system. 

Responses Received 

By October 25, 1968, a -total of 3,345 or 75.0 percent of ail the 
questionnaires mailed had been received (see table 2:1) . 



Table 2:1. — Questionnaires mailed and received, by school of public health 



School 


Total 

number of mailed 
questionnaires 


Number of 
questionnaires 
received 


Percent of 
questionnaires 
received 


Berkeley 


725 


530 


73.1 


Columbia 


364 


268 


73.6 


Harvard 


322 


250 


77.6 


Hopkins 


278 


192 


69.1 


Michigan 


780 


601 


77.1 


Minnesota 


468 


345 


73.7 


North Carolina 


663 


504 


76.0 


Pittsburgh 


253 


201 


79.4 


Tulane 


128 


98 


76.6 


UCLA 


307 


218 


71.0 


Yale 


171 


138 


80,7 


Total 


4,459 


3,345 


75.0 



Of the 4,459 mailed questionnaires, 3,115 or 69.9 percent were usable 
and 1,344 were lost. The lost questionnaires included 389 unusable returns 
(66 of which arrived after the cutoff date of October 25, and 323 which 
had been answered by unqualified respondents, had errors, or were incom- 
plete) . A total of 955 individuals did not respond at all (see table 2:2) . 

Table 2:2. — Distribution and response rate to mailed questionnaires 



Percent 

Total number of mailed questionnaires 4,459 100.0 

Answered, usable 3,115 69.9 

Answered, unusable 389 

Not on time 66 

With errors, etc 323 

Not answered 955 

Total lost (unusable and not answered) 1,344 30. ^ 




The goal of obtaining a 70.0 percent response rate from among the 
graduates from each school was set; this goal was reached by respondents 
from eight of the schools. The response rates of usable to mailed question- 
naires ranged from 64.7 percent for Hopkins respondents to 73.4 percent 
from Tulane graduates. This response rate reflects a rather high level 
of interest by graduates of schools of public health in professional matters 
and on research into their professional activities (see table 2:3) . 

TABULATIONS AND PRESENTATION OF DATA 

The data presented in this volume comes from over 100 marginal 
tables and almost 200 cross-tabulations of selected variables. Replies by 
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Table 2:3. — Distribution of response rate to mailed questionnaires, 
by school of public health 



School 


Number of 
mailed 

questionnaires 


Number of 
usabtc 

questionnaires 


Response 

rate 


Berkeley 


725 


513 


70.8 


Columbia 


364 


257 


70.6 


Harvard 


322 


226 


70.2 


Hopkins 


278 


180 


64.7 


Michigan 


780 


565 


72.4 


Minnesota 


468 


315 


67.3 


North Carolina 


663 


462 


69.7 


Pittsburgh 


253 


180 


71.1 


Tulane 


128 


94 


73.4 


UCLA 


307 


201 


65.5 


Yale 


171 


122 


71.3 


Total 


4,459 


3,115 


69.9 



respondents from each school have been compared to each other with 
emphasis on both the highest and the lowest percents of replies given to each 
item in a question. In presenting findings from cross-tabulations, the pro- 
cedure followed also has been to compare the highest and lowest percents of 
respondents replying to given questions. Replies by majorities of respond- 
ents (50.0 percent or over) both for marginals and cross-tabulations have 
been explicitly noted. Only tabulations for which the number of respond- 
ents was 50 or more have been used. Although the total number of 
respondents was 3,115, different, smaller bases may appear in the tables 
and in the text since only the actual denominators have been used in re- 
lation to those questions requesting that only a segment of the population 
would answer. All illegitimate responses were filtered out. In ah instances, 
the N or actual base used in tables is mentioned. 

The findings also were inspected whenever appropriate in relation 
to data reported by Troupin 3 in the annual reports about schools of 
public health issued by the American Public Health Association. Although 
no precise comparisons between these findings and Troupin’s reports were 
possible due to differences in methods of gathering information dd man- 
ner of categorization, inspection of findings from this study and Troupin's 
reports reveal a general consistency in direction. 

Last, the tables on the geographic distribution of respondents were 
generated from the list of addresses. Repondents' addresses were coded 
and counted by regions and by statistical metropolitan areas. 



"Troupin, J. L., American Public Health Association, Schools of Public Health in the United 
States and Canada, for each of 7 years covered by the study, mimeographed annual reports. Sec 
app. B, tables 3 and 4 , pp. 251-252. 
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OVERVIEW OF CHAPTER 1 

THE SCHOOLS OF 
PUBLIC HEALTH 

P ROFESSIONAL education in public health as a field of organized knowl- 
edge is a product of the 20th century and is concerned with the applica- 
tion of epidemiology, the biological and medical sciences, administration, 
and more recently the social sciences, to the solution of health problems in 
populations or communities. At the time of this writing, there are 18 ac- 
credited schools of public health in North America: 14 arc within the 
continental United States, two outside the continent (Hawa i and Puerto 
Rico) , and two in Canada (Montreal and Toronto) .* These schools train 
professional health manpower, primarily by offering educational programs 
at the master's degree level. Their student bodies consist mainly of persons 
who already have been trained in a health or health-related discipline 
and/or who have experience in health work. In this connection, Wellin 
has characterized training in a school of public health as a process of 
"secondary professionalization" since most students who attend these schools 
have already acquired a primary profession. He observed that: 

• • • (the) basic and explicit functions (of schools of public 
health) are in the area of secondary professionalization. That is, the 
prevailing pattern is for public health schools to provide post-graduate 
public health training for individuals who have already received basic 
professional training in a broad range of professions • • • By contrast, 
virtually all other professional schools are devoted to primary profes- 
sionalization: i.e., to the induction of individuals, who begin training 
as novices, into the technical and attitudinal subculture of a given pro- 
fessional field. 2 

Among the members of many primary professions seeking public health 
training are chemists, dietitians, dentists, engineers, nurses, physicians, 
teachers, and veterinarians. Public health workers who have been trained 
in schools of public health constitute a relatively small segment of the total 
force of professional health manpower in this country. In fact, between 
1961 and 1967, the total number of American citizens awarded master's 
degrees by all the accredited schools of public health in the United States 
was 4,680 (see app. D, table 1, p. 275) . 



* Subsequent to the preparation of this chapter, in late fall 1970 a new school of public 
health at the University of Washington in Seattle became the 17th such accredited institution in 
the United States. 

1 Wellin. E., "Uses of the Behavioral (Social) Sciences in Public Health." Report submitted 
to the National Institute of Mental Health* July 1961. 63 pp„ mimeographed . pp. M-15. 



